PATIENT DETAILS 


SWER SHEET: REGIONAL 
ANAESTHETIC CASE REPORT 
UKZN 
AN 
AE 
ST 
HE 


TI 2 
cs Name : Mcebisi 


CA Ntenga 
SE 


RE Student number: 
PO 219029551 

RT 

AN 


AGE: 31 

GENDER: Female 
PATIENT NUMBER: _ 
HOSPITAL: King Edward Hospital 


PREOPERATIVE 


HISTO 
RY 
TYPE OF SURGERY (1): Elective Caesarian Section 
PAST MEDICAL HISTORY (3): RVD reactive on HAART, BMI=36 Patient is obese, 
Asthmatic. 


MEDICATIONS (2): HAART, Nebuliser with Salbutamol. 


PAST SURGICAL HISTORY (1): Previous C-section x1 


ANAESTHETIC HISTORY(1): _Spinal block on previous C-section 
ALLERGIES(1): None 


EXAMINATION FINDINGS 

GENERAL EXAMINATION AND VITAL SIGNS (2): 
Patient looks acutely distressed, in pain, is conscious - abdomen is distended abdomen, 
well hydrated - obese. 
Vital signs: Oxygen saturation= 98%, BP= 100/80, Pulse= 90bpm. 


AIRWAY ASSESSMENT (INCLUDE A COMMENT ON RISK OF ASPIRATION) (3) 


Mask ventilation > Patient has no beard, is Obese, has teeth, not in extremes of age, 
does not snore. 

Laryngoscopy/Intubation > No dysmobility of tempero-mandibular joint or cervical spine, 
no disproportion, no distortion, and normal dentition. 

THEREFORE, patient is classified as Easy laryngoscope/ easy mask ventilation. 

Patient is pregnant though, which means high progesterone which decreases the tone of 
lower oesophageal sphincter and decreased gastric motility, has increased intra- 
abdominal pressure, so she has increased risk of aspiration. 


SYSTEMATIC EXAMINATION (3) 
CVS > Hemodynamically stable, and no murmurs. 
CNS > Conscious and no signs of meningism, no signs of increased intracranial pressure. 
Hematological > HB=11.2 (normal), no history of coagulopathy. 


ASA RATING & EXPLANATION (2) 


ASA SCORE = Class 2 (pregnant, HIV positive, obesity 30-40). 
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CONSENT (1) 


- Signed Informed consent was obtained. 


PREMEDICATION & REASON FOR ADMINSTRATION (4) 
- Paracetamol > For pain management. 
- Midozalam > is an anxiolytic, to decrease anxiousness of patient for the surgery. 
- Sodium Citrate > To neutralize acidity in the stomach, for just in case patient aspirates. 
- Metclopramide > It Increases gastric emptying and increases Lower oesophageal tone thus 
decreasing risk of aspiration. 


ANAESTHETIC PLAN (2) 


Regional anaesthesia, neuraxial block specifically spinal block. 


PREOP QUESTION: WHY IS A SPINAL THE ANAESTHETIC OF CHOICE IN THIS PATIENT? (5) 


To avoid the obstetric difficult airway : Pregnant patients have increased aspiration risk, 
tendency to desaturate quicker, oedematous airway, T BMI in pregnancy. 

To avoid anaesthetic drugs passing to foetus. 

In spinal anaesthesia, the mom is awake, can see newborn baby and bond in first minutes 
of life. 
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INTRAOPERATIVE 


INITIAL SETUP (3) 
Airway trolley. 
Anaesthetic machine prepared. 
Emergency drugs (adrenaline, phenylephrine, epinephrine). 


MONITORS & REASON FOR USE (5) 
BP > To detect any hypotension and treat it accordingly if identified. 
ECG > To detect cardiac arrhythmias which can be caused by injecting bupivacaine in the system 
during the spinal. 
Sats probe > To measure oxygen saturation 


LOCAL ANAESTHETIC (2) Hyperbaric Bupivacaine 0.5% 1.8mls, lignocaine 2% 
3mls 

ADJUVANT AGENT (2) Fentanyl 0.2mls 

ANTIBIOTIC(1) CEFAZOL 2g 


IV ACCESS AND FLUID MANAGEMENT (3) 


Plasmalyte 1L. 
-  Syncotin 2IU bolus and 18IU maintenance. 
- Cefazolin 2g. 


DESCRIBE THE TECHNIQUE OF THE SPINAL PERFORMED ON THIS PATIENT (10) 


- Self preparation: Wear sterile gloves, sterile apron, mask. 

- Prepare equipment: Draw 1.8ml of hyperbaric bupivacaine 0.5% and add 0,2ml of Fentanyl. 
Draw 3mls of lignocaine in the 5ml syringe. 

- Clean and drape the patient with an aseptic solution using a sterile technique. 

- Put sterile drape on patient’s lower back 


- Locate the Anterior superior iliac spine, and join both thumbs together at the midline and that is 


L4 
- Go below that and that is the L4/L5 space. 
- Put an indentation on that space to locate. 


- Using the orange needle, Inject lignocaine subcutaneously, first aspirate then inject till you see a 


raised wheal. 
- Insert the introducer till you feel a ‘pop’ of the ligamentum flavum. 
- Then insert the 26G brown needle with the stylet bevel up. 


- Keep inserting till you feel the first pop of the ligamentum flavum and then feel the second pop 


of the dura. 
- CSF comes out, means we are in the subarachnoid space. 
- Remove the stylet 
- Now inject the 2ml syringe SLOWLY. 
- Then remove everything and assist patient to lie down. 
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HOW WOULD YOU MANAGE POST SPINAL HYPOTENSION? (10) 


As a first line, use Phenylephrine which is a pure alpha 1 receptor agonist. This 
causes vasoconstriction hence increasing the blood pressure. The downside of this is 
that the baroreceptors detect increased blood pressure and they send signal to heart 
to decrease heart rate. Clinically this means don't use phenylephrine when the heart 
rate Is VERY LOW. So phenylephrine would be ideal for patient how has low BP and 
also a high heart rate. 

Second line use Ephedrine which acts on alpha 1 and beta 1 receptors. On alpha 
1=vasoconstriction on beta 1 = bronchodilation. It works indirectly by stimulating 
the the release of body’s stored Norepinephrine hence it can be given a maximum of 
3 doses. Also, phenyl ephrine is contra-indicated late stage trauma patient as they 
have most likely exhausted their catecholamine stores. 

As last line use Adrenaline which works on alphal,alpha2, betal and beta 2. Must be 
used when BP is very low. 


FLUIDS MANAGEMENT AND TEMPERATURE CONTROL (5) 
Fluids: We warm the fluids using a Fluid warmer and also warm blood before administering 
to the patient. 
We avoid the patient from getting cold by: patients must be on a dry surface, cover parts 
of the body which are not being operated. 
We use Fost Air warming device. 


DESCRIBE THE CHANGES IN BLOOD PRESSURE WHICH OCCURRED AFTER 
PERFORMING THE SPINAL AND DESCRIBE HOW THESE CHANGES WERE 
MANAGED? (5) 


The blood pressure decreased when the local anasthetic was injected 
to the Subarachnoid space, 

This was managed by, Increase Rate of fluids in drip. 

Injecting Phenylephrine 100mcg. 


POSTOPERATIVE : 


DESCRIBE THE PATTERN IN WHICH THE SPINAL WORE OFF AND EXPLAIN WHY THIS PATTERN IS 
CLINCALLY RELEVANT (5) 


Spinal block recedes from top to caudally, with sensation and pain being first to come back 
and motor being the last. 

So this is clinically relevant as the block is receding, since pain comes back fast we need to 
give the patient analgesia. 

This is significant because if the spinal anaesthesia does not recede, this could be a sign of 
hematoma compressing on the spinal cord. 

Or a if the block is rather ascending, we will Suspect total spinal block. 


DESCRIBE THE POST ANAESTHETIC MANAGEMENT (10) 


Monitor vital signs till > BP and Pulse be within 20% baseline. Oxygen saturation must 
be above 92% on room air. 

Pain and emesis control. 

Temperature normal, not shivering 

Surgical bleeding > None to minimal (not more than the expected) 

Monitor Urine output 

Monitor the wound/suture whether dry or signs of infection. 

Monitor Spinal block resolving. Measure and document spinal level before discharge. 
After all the above is maintained, transfer the patient to the ward. 

Check whether uterus is contracted (assessed by gentle abdominal palpation) 
minimal PV bleeding (pads dry) 

Syntocinon infusion running at appropriate rate 

Level of block now receding, pt able to move both legs 


POSTOP QUESTION: WHAT DID YOU ADVISE THIS PATIENT ON REGARDING THE 
RETURN OF MOTOR AND SENSORY FUNCTION POSTOPERATIVELY (5) 


| told the patient that, it will take about 4-6 hours to regain full function. 
It will start with sensation first, then you’d get movement. 

And at that time the patient might start feeling pain, but they'll be given 
analgesia 

If it takes longer than 4-6 hours or you start feeling pain at the back, they 
must inform the nurse immediately. 


